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National Cholesterol Education Month — September 2000 


High blood cholesterol increases the risk for heart disease, the leading cause of 
death in the United States. Lowering cholesterol levels will reduce new heart dis 
ease events and deaths. To increase awareness of the importance of monitoring 
cholesterol levels and steps to achieve or maintain healthy levels, the National 
Cholesterol Education Program (NCEP) is sponsoring National Cholesterol Educa 
tion Month during September 

NCEP recommends that persons aged >20 years have their cholesterol mea 
sured at least once every 5 years. A blood cholesterol level <200 mg/dL is consid 
ered desirable, a level 200-239 mg/dL is borderline-high, and a level >240 mg/dL is 
high (7). Cholesterol levels may be lowered through dietary modification, physical 
activity, weight control, or drug treatment. Dietary modification is the optimal method 
for lowering cholesterol (7 

During September, CDC-funded state cardiovascular health programs and their 
partners will highlight programs that raise awareness and understanding about 
high blood cholesterol as a risk factor for heart disease. Additional information about 
how cholesterol may affect health and about other risk factors for heart disease is 
available from the American Heart Association World-Wide Web site at http: 
www.americanheart.org/cholesterol*, NCEP at http:/Awww.nhibi.nih.gov/about/ncep 
index.htm, and CDC at http://www.cdc.gov/nccdphp/cvd 
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State-Specific Cholesterol Screening Trends — 
United States, 1991-1999 


High blood cholesterol (HBC) increases the risk for heart disease, the leading cause of 
death in the United States. To reduce the prevalence of HBC in the United States, the 
National Heart, Lung, and Blood Institute initiated the National Cholesterol Education 
Program (7) in 1985 and recommended that all adults aged >20 years have their choles- 
terol levels checked at least once every 5 years. One of the national health objectives for 
2000 was to increase to 75% the proportion of adults aged >20 years screened for HBC 
during the preceding 5 years (objective 15.14) (2). This objective was revised for 2010 to 
recommend that 80% of adults in this age group be screened during the preceding 
5 years (3). To monitor progress during the 1990s and to determine whether the 2000 
objective was attained, data from CDC’s Behavioral Risk Factor Surveillance System 
(BRFSS) were used to examine the state-specific trends in cholesterol screening from 
1991 through 1999. This report summarizes the results of this analysis and provides a 
projected estimate of the 2010 screening rates for HBC in each state. The findings indi- 
cate that few states attained the 2000 objective and that more emphasis on cholesterol 
screening will be needed to attain the 2010 objective. 

BRFSS is a random-digit—dialed telephone survey of the noninstitutionalized U.S 
population aged >18 years. For this study, BRFSS data from 1991, 1993, 1995, 1997, and 
1999 were analyzed for 563,742 persons aged =20 years from 50 states and the District 
of Columbia (DC). Survey participants were asked whether they had ever had their blood 
cholesterol checked and, if so, when they had last had it checked. Persons who reported 
that they had been screened during the preceding 5 years were classified as having been 
screened for HBC. Data were weighted to account for the age, race, and sex distribution 
in each state. SUDAAN 7.0 was used to account for the complex sampling design and to 
achieve accurate variance estimates. 

A state-specific method and an aggregate method were used to project the preva- 
lence of cholesterol screening during 2010. The state-specific method was limited to DC 
and the 47 states that participated in BRFSS from 1991 through 1999; for each state, the 
9-year change in the percentage of adults screened for HBC during 1991-1999 was 
added to that state’s 1999 value to project the 2010 screening rate. The aggregate method 
added the median 9-year change in cholesterol screening among all states combined 
from 1991 through 1999 to the state-specific 1999 cholesterol screening value for each 
of the 50 states and DC. 

In the 47 states and DC that participated in BRFSS from 1991 through 1999, the 
proportion of adults screened for HBC increased from 67.3% in 1991 to 70.8% in 1999 
(Table 1). The estimated state-specific cholesterol screening rate increased for DC and 
40 states, ranging from a 0.4% increase in Idaho to an 11.6% increase in Arizona (median: 
3.6%). For seven states, the screening rate declined during 1991-1999. DC (80%) and 
nine states (Arizona [76%], Connecticut [76%], Delaware [75%], Florida [76%], Maryland 
[77%], Massachusetts [77%], New Jersey [76%], North Carolina [75%], and Rhode Island 
[76%]) attained the 2000 objective in 1999. 

On the basis of state-specific increases, the projected 2010 screening rates ranged 
from 51.5% (Minnesota) to 91.7% (DC), and projected screening rates for seven states 
and DC were greater than the 2010 objective of 80%. On the basis of a median increase 
of 3.6%, the projected screening rates ranged from 64.0% (Minnesota) to 84.0% (DC), 
and projected screening rates for five states and DC are greater than the 2010 objective 
(Figure 1). 
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FIGURE 1. State-specific cholesterol screening rates for persons aged >20 years for 
1999* and projected screening rates for 2010' — United States’ 





*Data are from the 
Projections assume 


50 states and the District « 


Reported by the following BRFSS coordinators: S es ME abama; P Owen, Alaska 
B Bender, MBA, Arizona; G Potts, MBA, Arkansas; B Davis, PhD, California; M Leff, MSPH 
Colorado; M Adams, MPH, Connecticut; F Breukelman, Delaware; | Bullo, District of Columbia 
S Hoecherl, Florida; L Martin, MS, Georgia; F Reyes-Salvail, MS, Hawaii; J Aydelotte, MA, Idaho 
B Steiner, MS, Illinois; L Stemnock, Indiana; J Davila, lowa; C Hunt, Kansas; T Sparks, Kentucky 
B Bates, MSPH, Louisiana; D Maines, Maine; A Weinstein, MA, Maryland; D Brooks, MPH 
Massachusetts; H McGee, MPH, Michigan; N Salem, PhD, Minnesota; D Johnson, MS, Missis 
sippi; J Jackson-Thompson, PhD, Missouri; P Feigley, PhD, Montana; L Andelt, PhD, Nebraska 
E DeJan, MPH, Nevada; L Powers, MA, New Hampshire; G Boeselager, MS, New Jersey 
W Honey, MPH, New Mexico; C Baker, New York; Z Gizlice, PhD, North Carolina; L Shireley, MPH 
North Dakota; P Pullen, Ohio; K Baker, MPH, Oklahoma; K Pickle, MPH, Oregon; L Mann 
Pennsylvania; J Hesser, PhD, Rhode Island; M Wu, MD, South Carolina; M Gildemaster, South 
Dakota; D Ridings, Tennessee; K Condon, MS, Texas; K Marti, Utah; C Roe, MS, Vermont 
K Carswell, MPH, Virginia; K Wynkoop Simmons, PhD, Washington; F King, West Virginia 
K Pearson, Wisconsin; M Futa, MA, Wyoming. Cardiovascular Health Br, Div of Adult and 
Community Health, National Center for Chronic Disease Prevention and Health Promotion 


CDC. 


Editorial Note: The findings in this report indicate that the overall percentage of U.S. 
adults who received cholesterol screening during the 5 years preceding the survey 
increased during the 1990s. However, these increases were moderate, and most states 
did not attain the 2000 health objective. 
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Data from the 1988-1991 BRFSS projected that 31 of 47 states (Kansas, Nevada, and 
Wyoming were excluded) and DC would have cholesterol screening rates greater than 
the 2000 objective (4). However, this report indicates that nine of 50 states and DC 
attained a cholesterol screening rate of >75% in 1999. In addition, 14 states had at least 
a 10% difference between the 2010 objective of 80% and the 2010 projected screening 
rates using the state-specific method. This finding suggests that these states will need to 
substantially increase cholesterol screening rates to attain the 2010 objective 

The trend of decreasing cholesterol screening rates in seven states is of particular 
concern. In the 1988-1991 BRFSS analysis (4), all states had increases in cholesterol 
screening rates Changes in the sampling frame or weighting proto ol within a state 
during the 9 years may have contributed to the decline. However, response rates did not 
appear to explain the decreases, and changes in the questionnaire would be expected to 
affect all states rather than a select few. Other factors that may be associated with 
declining cholesterol screening rates within a community include lower perception of the 
risk for heart disease and the protective effect of reducing cholesterol levels, lack of 
availability of quality health care, and fewer socioeconomic resources (5 

The nine states that achieved the 2000 objective in 1999 and Arizona, Massachusetts 
and North Carolina participate in CDC’s WISEWOMAN (Well-integrated Screening and 
Evaluation for Women Across the Nation) demonstration program, which provides cho 
lesterol screening and other services to some participants in the National Breast and 
Cervical Cancer Early Detection program (6). In addition, several local health depart 
ments in Connecticut conducted cholesterol screening during the 1990s under block 
grant funding, and four Healthy Heart program initiatives were funded in New Jersey 
during 1990-1996 (M. Adams, Connecticut, G. Boeselager, New Jersey, BRFSS coordina 
tors, personal communication, 2000) 

The findings in this report are subject to at least two limitations. First, because BRFSS 
is telephone-based, persons of low socioeconomic status are less likely to have a tele 
phone and may not have been included. Second, data are self-reported. As a result 
some participants may not have been aware they were screened for elevated 
cholesterol 

HBC is a major modifiable risk factor for heart disease. A 10% decrease in cholesterol 
levels may result in an estimated 30% reduction in the incidence of coronary heart 
disease (7). Cholesterol screening is an important step in reducing the prevalence of 


elevated cholesterol levels and serves several purposes including 1) assessing persons 


with heart disease risk; 2) identifying persons who may achieve lower cholesterol levels 
through dietary modification, physical activity, weight control, or drug treatment; and 
3) heightening public awareness and reinforcing educational messages (8 ). Substantial 
progress has been made in lowering cholesterol levels since the mid-1980s (7); how 
ever, the findings of this report suggest that increased emphasis on cholesterol screen 
ing is necessary if states are to achieve the 2010 objective 
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Trends in Cigarette Smoking Among High School Students — 
United States, 1991-1999 
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The prevalence of lifetime smoking remained stable from 1991 to 1999 among high 


school students overall and among all sex, racial/ethnic, and grade subgroups except 
10th-grade students. In 1999, 70.4% (95% confidence interval [Ci]=+3.0) of all students 
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reported lifetime smoking. Among 10th-grade students, lifetime smoking showed a sig 
iificant linear trend from 1991 (68.3% [95% Cl=+3.3]) to 1999 (73.9% [95% Cl=+4.1]}) 
From 1991 to 1999, current smoking exhibited a significant linear trend among stu 
dents overall and among all sex, racial/ethnic, and grade subgroups (Table 1). The overal 
prevalence of current smoking was 27.5% in 1991 and 34.8% in 1999. A simultaneous 
juadratic trend was identified for students overall, suggesting a leveling or possible 
decline in current smoking. The male, black, black male, and 9th-gra 
groups also showed this simultaneous quadratic trend 
Each year, white students were significantly more likely the 
were significantly more likely than black students, to report « 
1995 when white and Hispanic students were equally likely t 
but both were significantly more likely than black students t 
1991, white students were 2.5 times more 
likely than Hispanic students to report currer 
2.0 times more likely than black students and 
dents to report current smoking 
The prevalence of frequent smoking showed a significant linear trer 
1999 among students overall and in all sex, racial/ethnic, and grade 


for Hispanic female students. The overall prevalence of frequent smoking 


TABLE 1. Percentage of high school students who reported current cigarette 
smoking,* by sex, race/ethnicity, and grade — Youth Risk Behavior Survey, 
United States, 1991-1999" 





1991 1993 1995 1997 1999 
Characteristic % (95% Cl') % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cli) 
Sex 
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Race/Ethnicity 


27.5 (22.7) 30.5 (22.5)*** 





ed cigarettes on =1 of the 30 days pre 


ING Quadratic trend analyses were 
ty, and grade. Prevalence estimates w 
Confidence intervals 
Significant linear effect (p<0.05 
* Significant quadratic effect (p<0.05) 
Numbers for racial/ethnic groups other than 
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(95% Cl=+2.2) in 1991 and 16.8% (95% Cl=+2.5) in 1999. Among Hispanic female stu 
dents, the prevalence of frequent smoking remained stable from 1991 to 1999. For each 
of the five surveys, white students were significantly more likely than black and Hispanic 
students to report this behavior 


Reported by: Office on Smoking and Health, and Div of Adolescent and School Health 
National Center for Chronic Disease Prevention and Health Promotion, CDC 


Editorial Note: Despite a leveling or possible decline in current smoking among youth 


overall during the late 1990s, this trend may have been limited to selected groups (i.e 
male, black, black male, and 9th-grade students). In addition, frequent smoking rates 
overall and in all sex, racial/ethnic, and grade subgroups (except Hispanic females) 
were significantly higher in 1999 than in 1991 and showed no pattern of leveling or 
declining 

Additional research is needed to understand how current smoking rates and secular 
changes in these rates vary among racial/ethnic groups. For example, throughout the 
decade, YRBS and other national surveys found that black high school students smoked 
at lower rates than white and Hispanic high school students (2,3); however, the 1999 
National Youth Tobacco Survey (2) reported that current smoking rates among black 
middle school students were similar to rates among white and Hispanic middle school 
students 

Among grade subgroups, data for 9th-grade students suggested a leveling or pos 
sible decline in current smoking. Current smoking among 12th-grade students continued 
to rise each year. A previous study suggested that current smoking peaked among 10th 
and 12th-grade students in 1996 and 1997, respectively (3). It is unclear whether future 
YRBS data will show a delayed peak among 10th and 12th-grade students 

The findings in this report are subject to at least three limitations. First, these data 
apply only to adolescents who attend high school. In 1998, 5% of persons aged 16-17 
years were not enrolled in a high school program and had not completed high school (4 ) 
Second, the extent of underreporting or overreporting in YRBS cannot be determined 
although the survey questions demonstrate good test-retest reliability (5). Finally, using 
only five data points makes it possible to characterize trends over the decade but difficult 
to accurately characterize the direction current smoking will take during the next decade 

Reducing the prevalence of current smoking among adolescents to 16% is one of the 
goals of the Leading Health Indicators. Achieving this goal by 2010 will require a 54 
reduction in current smoking among adolescents nationwide. Data from Florida, where 
comprehensive tobacco-control programs have been initiated, suggest such declines 
are possible. From 1998 to 2000 in Florida, current smoking declined 40% among middle 
school students and 18% among high school students (6) 

CDC recommends that communities fully implement its “Best Practices for Compre 
hensive Tobacco Control Programs” by establishing comprehensive, sustainable, and 
accountable tobacco-control programs (7 ). In addition, communities should follow CDC’s 
“Guidelines for School Health Programs to Prevent Tobacco Use and Addiction,” which 
recommend implementing school-based tobacco-use prevention programs in grades 
K-12 with intensive instruction in grades 6-8 and supporting cessation efforts for 
nicotine-dependant students (8,9). Finally, comprehensive tobacco-control programs 
also should reduce the appeal of tobacco products, implement mass media 
campaigns, increase tobacco excise taxes, implement policy and regulation of tobacco 
products, and reduce youth access to tobacco products (10). 
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High School Smoking Trends — Continued 
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Progress Toward Poliomyelitis Eradication — Pakistan, 1999-June 2000 


in 1988, the World Health Assembly resolved to eradicate poliomyelitis globally by 
the end of 2000 (7 ). Although polio remains endemic in Pakistan, which reported 60% of 
all polio cases in the World Health Organization’s (WHO) Eastern Mediterranean Region 
during 1999, substantial progress has been made, particularly in acute flaccid paralysis 
(AFP) surveillance (2). This report summarizes progress toward polio eradication in 
Pakistan. 


Routine Vaccination Coverage 


During 1990-1999, reported coverage estimates of children aged 0-11 months with 
-3 doses of oral poliovirus vaccine (OPV3) ranged from 57%-83% (3); however, surveys 
in 1998 and 1999 reported <60% coverage. In 1999, coverage by province ranged from 
27% in Balochistan to 62% in Punjab, and during January-March 2000, surveys con- 
ducted in 20 Pakistan districts indicated OPV3 coverage of 19%-82% (median: 43%). 





Vol. 49 / No. 33 


Poliomyelitis Eradication Continued 


Supplemental Vaccination Activities 

Eradication activities in Pakistan began in 1994 with National Immunization Days* 
(NIDs), followed by two rounds of NIDs per year. In the 1999 NIDs, approximately 26 
million children aged <5 years were vaccinated (Table 1). Coverage with >1 dose of OPV 
ranged from 72% to 99% (median: 93%) among the districts. During the second round, 
vitamin A was administered to 22.5 million children aged 6-59 months. 

In 1998, Pakistan implemented Subnational Immunization Days' (SNIDs) in districts 
bordering Afghanistan and Iran to coincide with NIDs in those countries. In 1999, a supple 
mental campaign was conducted coinciding with NIDs in Afghanistan and included 40% 
of the children aged <5 years in Pakistan. As a result of door-to-door vaccination in both 
campaigns, 7%-15% more children were vaccinated than during fixed site NIDs. The 
greatest increase in vaccination occurred in Sindh Province (Table 1), followed by a 
significant decline in the number of wild poliovirus isolates in Sindh Province (Figure 1). 

Because of increased coverage and a decline in the number of wild poliovirus iso 
lates, door-to-door vaccination was adopted for all campaigns in 2000. During March- 
June, Pakistan conducted a two-round supplemental campaign covering the entire coun 
try in four phases. Monitoring was more intensive than in previous campaigns, and 
reports from the first round indicate that coverage has increased in most areas (Table 1) 
Another nationwide door-to-door campaign is planned for October-November 2000. 


AFP Surveillance 


AFP surveillance began in Pakistan in 1995 but was not fully functional until 1998. In 
1999 and early 2000, provincial surveillance officers were hired by WHO to provide 
continuous training and technical assistance to staff in all provinces. Stop Transmission 
of Polio (STOP) teams (i.e., groups of international health professionals) have been de 
ployed in 3-month rotations to assist ministry of health staff with polio eradication activi 
ties and to improve surveillance quality 

A nonpolio AFP rate of >1 per 100,000 children aged <15 years is the measure of a 
sensitive AFP surveillance system. During 1997 and 1998, the nonpolio AFP rates were 
0.72 and 0.68 per 100,000 children aged <15 years, respectively (3). In 1999, Pakistan 
exceeded the WHO-established target of 1.0 with a rate of 1.27 (Table 2). Among the 
1329 AFP cases reported in 1999, 921 (69%) had two adequate stool specimens (i.e., two 
stool samples collected at least 24 hours apart and within 14 days of paralysis onset), and 
1093 (82%) cases were followed-up at 60 days after onset to check for residual paralysis. 
During January-June 2000, the nonpolio AFP rate was 1.8 with 78% adequate stool 
specimen collection. 

Until 2000, the WHO clinical classification scheme for reporting polio cases was used 
in Pakistan. In 1999, 561 AFP cases were classified as confirmed polio. Of the 561 con 
firmed cases, 328 had wild poliovirus isolated from stool specimens; 265 were poliovirus 
type 1 (P1) and 63 were poliovirus type 3 (P3). Effective January 2000, the classification 
scheme was changed to a system in which cases with wild poliovirus isolated are classi 
fied as confirmed, and those without adequate specimens but with signs and symptoms 


*Mass campaigns over a short period (days to weeks) in which two doses of OPV are 
administered to all children in the target age group, regardless of vaccination history, with 
an interval of 4-6 weeks between doses. 

‘Focal mass campaigns in high-risk areas over a short period (days to weeks) in which two 
doses of OPV are administered to all children in the target age group, regardless of 
vaccination history, with an interval of 4-6 weeks between doses 
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FIGURE 1. Number of wild poliovirus isolates and rounds of National Immunization Days* 
(NIDs) and Subnational Immunization Days' (SNIDs), by month and year — Sindh 


Province and other provinces in Pakistan, 1998—April 2000 
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TABLE 2. Indicators of quality for acute flaccid paralysis (AFP) surveillance — 
Pakistan,1997-June 2000 





indicator 1997 1998 1999 2000 Target 
Nonpolio AFP cases 
per 100,000 children 
aged <15 years 
Proportion of AFP 
cases with adequate 
stool collection 
Proportion of AFP 
cases with 60-day 
follow-up completed 








*2000 data are incomplete 


consistent with polio are classified as compatible. Cases with inadequate specimens are 
classified by a review committee of provincial medical experts. 


impact of Eradication Activities 


The number of reported cases of polio increased 64% from 1998 to 1999 and the 
nonpolio AFP rate increased from 0.68 to 1.27. P1 and P3 poliovirus remained wide- 
spread throughout Pakistan, and isolates were similar genetically to those previously 
isolated in Pakistan and Afghanistan (CDC, unpublished data, 1999). Poliovirus type 2 has 
not been isolated in Pakistan since April 1997. During January-April 2000, 28 cases (18 
of P1 and 10 of P3) from four provinces had wild poliovirus isolated compared with 54 
during January-April 1999. 
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Reported by: National Institutes of Health, Islamabad, Pakistan. Expanded Programme on 
Immunization, Eastern Mediterranean Region, Worid Health Organization, Alexandria, Egypt. 
Dept of Vaccines and Biologicals, World Health Organization, Geneva, Switzerland. Respira- 
tory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National Center for Infectious 
Diseases; Vaccine-Preventable Disease Eradication Div, National Immunization Program, CDC 
Editorial Note: A meeting in Pakistan of the Interagency Coordination Committee’ in 
February 2000, identified several issues that may contribute to the large number of 
susceptible children not being reached by routine vaccination coverage and supplemental 
campaigns in Pakistan. Nomads, the economically disadvantaged, and displaced persons 
such as Afghan refugees, are particularly difficult to reach and are often a source of new 
polio cases. Also, conflict in adjacent Afghanistan affects eradication efforts in Pakistan. 
Tentative plans for 2001 include three rounds of door-to-door vaccination starting in 
January followed by another two rounds in the fall. Increased cross-border coordination 
of vaccination campaigns is planned and should provide improved coverage to mobile 
populations. The Ministry of Health has set a goal to expand access to vaccination ser- 
vices and to increase routine coverage to 80% by 2002, and AFP surveillance data will be 
used to target areas inadequately covered by mass campaigns. Thorough follow-up case 
investigations will be performed and areas with multiple AFP cases, low vaccination 
coverage, or wild poliovirus isolates will undergo additional vaccination rounds. With this 
level of activity and intensification, the interruption of wild poliovirus transmission ap 
pears feasible in Pakistan in 2001 
References 
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Erratum: Vol. 47, No. 50 


A review of data from the HIV Testing Survey (HITS) has identified errors in some of 
the findings included in the article, “HIV Testing Among Populations at Risk for HIV Infec 
tion — Nine States, November 1995-December 1996” (7). The report described the 
results of an anonymous survey of populations at risk for human immunodeficiency virus 
(HIV) infection from nine states to examine why members of these populations may 
delay HIV testing or decide not to be tested. Specifically, the analysis sought to assess 
whether name-based HIV reporting was a deterrent to persons seeking to be tested for 
HIV infection. 

Further analysis comparing states and interviewers necessitated the exclusion of 
invalid data (2). This exclusion reduced aggregate total respondents from 2366 to 2207. 
The revised tables follow. The revised analysis indicated that persons who resided in 
states with name-based HIV surveillance were not significantly more likely to report 
concern about having their name reported to the government as a factor for not testing 
than were persons who resided in states without name-based HIV surveillance. The 
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Erratum — Continued 


other conclusions published in the original report have not changed. CDC continues to 
recommend that states monitor the potential impact of HIV case surveillance on HIV test 


seeking and test acceptance behavior (3). 
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TABLE 1. Percentage of untested respondents reporting factors* for not testing 
for HIV, and percentage of tested respondents reporting factors* for delaying 
testing, by HIV risk factor — HIV Testing Survey, December 1995-November 1996 





Men who have 
sex with men Heterosexual 


Injecting- 


drug user Total 





A Main A Main 


Testing status/Factor factor factor factor 


factor 


A Main 4 
factor factor 


Main 
factor factor 





116 


Not testing’ 


fraid to f 


might thir 


Delaying testing" 
Afraid to find out 
Thought they were 

Unlikely to have 

Didn't want to thin 
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i of needle 
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136 





*Data presented for the 10 most frequent 
Colorado, Maryland, Misso 
The totals are based or 
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Main factors do n 
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TABLE 2. Frequency of concern about having one’s name reported to the 
government as a factor for not testing for HIV infection, by state HIV 
reporting policy — HIV Testing Survey,* December 1995-November 1996 





Named Non-named' 
Characteristics No. (%) No. (%) p value‘ 


Men who have sex with men 
A factor 
Main factor 
Heterosexual 
A factor 
Main factor 
Injecting-drug user 
A factor 





Main factor 3 0 
Total" 206 
A factor 47 (17) 29 (14) 
Main factor 5 ( 2) 4 ( 2) 1 


rs 


*Name-based HIV case surveillance was conducted in Arizona, Colorado, Missouri, and North Carolina (patient 
names are not reported to CDC); unique identifier (U!)-based HIV case surveillance was conducted in Maryland and 
Texas; neither name-based nor Ul-based HIV case surveillance was conducted in New Mexico and Oregon during 





the study period 
Ul-based reporting was implemented during the year preceding the study in Maryland and Texas; 6 
respondents in these states had been tested at least once before this policy change. Because of the state reporting 
policy changes and to avoid small cell sizes in the analysis restricted to the minority of respondents who had never 
been tested, Ul-based reporting and nonreporting states were combined in the non-named reporting category 
Fisher's exact test 

* The totals are based on unweighted data from all participants included in this analysis; data do no 
general population or a weighted average of populations at increased risk for HIV infectior 


1% of tested 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending August 19, 2000, with historical data 


ASES CURRENT 
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Hepatitis C; Non-A, Non-B 
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Ratio (Log Scale)" 


Beyond Historical Limits 
Ratio of current 4-week total to mean of 15 4-week totals (from previous 


comparable, and 
subsequent 4-week periods for the past 5 years). The 


point where the hatched area begins 


is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending August 19, 2000 (33rd Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending August 19, 2000, and August 21, 1999 (33rd Week) 
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N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonweaith of Northern Mariana Isiand 
Individual cases can be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) and the Public 
Health Laboratory Information System (PHLIS) 

Chlamydia refers to genital infections caused by C. trachomatis. Totals reported to the Division of STD Prevention, NCHSTP. 

Updated monthly from reports to the Division of HIV/AIDS Prevention 

TB Prevention. Last update July 30, 2000 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 19, 2000, and August 21, 1999 (33rd Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 19, 2000, and August 21, 1999 (33rd Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 19, 2000, and August 21, 1999 (33rd Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 


and August 21, 1999 (33rd Week) 


by vaccination, United States, weeks ending August 19, 2000, 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending August 19, 2000, 
and August 21, 1999 (33rd Week) 





Meningococcal 

Disease Mumps Pertussis Rubella 
Cum Cum Cum Cum 
Reporting Area 2000 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
August 19, 2000 (33rd Week) 
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